tions, which are aimed at adapting adult learning theory to medical education. ᭜ Educational emphasis has shifted from the learning of facts to teaching students the skills they will need to be effective, lifelong learners. ᭜ Current educational initiatives are aimed at improving the integration of the basic sciences and clinical medicine, shifting teaching and learning to ambulatory and community settings, integrating problem-based learning throughout the curriculum, and emphasizing computer literacy and information management skills. ᭜ Phase I of the curriculum lasts approximately 20 months and employs learning methods that feature a variety of approaches such as small-group, problem-based tutorials, lectures, seminars, and laboratories. The curriculum is organized around organ systems, each incorporating three perspectives-biologic, behavioral, and population. Some of the resources include use of the library, faculty consultation, computer-assisted instruction, self-assessment exercises, and community visits. At the end of the first academic year, students participate in a nine-week, in-depth practical immersion experience in a medical setting in either a rural or urban community. A portion of the time may also be spent in a research laboratory or working on a community project. ᭜ Students are introduced to Phase II with the last block in Phase I, the transition block. This block examines cases that are more complex than those the students previously experienced and prepares students for the transition into the clinical years. Students are expected to rise to the next level of problem solving through the practice of skills in questioning, generating hypotheses, thinking ahead, and in-depth interpretation and analysis of clinical data. Phase II is the next year of the curriculum and includes problem-based tutorial learning in both inpatient and ambulatory care settings. Continued reinforcement of basic and clinical science integration and development of basic science learning resources for use on clinical services are additional features of this phase of the curriculum.
In Phase II, students spend half of their time in an ambulatory setting, where they confront a mix of patients with and without prior diagnoses and with acute and chronic conditions. An equivalent amount of time is spent on various inpatient services (pediatrics, family medicine, general surgery, internal medicine, neurology, obstetrics/ gynecology, and psychiatry). Here students will continue to work in small-group tutorials focusing on problems presented on these services. ᭜ Phase III of the curriculum, lasting approximately 13 months, features more hospital-based or ambulatory clinical experiences in which the student has progressive responsibility for patient care under house staff and faculty supervision. One month is spent in a community preceptorship. This experience involves a working relationship with a practicing physician who has chosen primary or specialty care as his or her life's work, and who can serve as a role model.
Curriculum Management and Governance Structure
᭜ Administrative governance occurs through the dean, the senior associate dean for education, and the dean's staff. Primary responsibility for oversight of undergraduate medical education is shared by two associate deans and their staff-one has responsibility for academic affairs, and the other has responsibility for student services and support. ᭜ There are two elected/appointed committees with oversight over the medical school curriculum. The Education Council is responsible for reviewing the entire medical school curriculum and recommending necessary changes including policy changes to the faculty. The Education Council also determines the student promotion policies, approves and recommends policy changes, and recommends students to the faculty for the awarding of the Doctor of Medicine degree. The council is composed of 23 THE AAMC/HARTFORD GERIATRICS CURRICULUM PROGRAM
Institutional Involvement in Curricular Change
The UNMSOM has a long history of an innovative curriculum and openness to change in curriculum content and evaluation of students' performance. This institutional culture supported introduction of geriatrics content. Because of the fluid nature of curriculum development at UNMSOM, ongoing attention and vigilance is required to preserve our gains.
Theme for the Geriatrics Program ᭜ Ethnogeriatrics: New Mexico's population and UNMSOM students are multicultural and ethnically diverse. Any curriculum must meet the needs of improved communication with diverse groups, and it is particularly important for improved communication to be emphasized with an older population that is more culturally traditional. ᭜ Community partnerships: Community (field) preceptors provide 25% of the student's education. These active teaching clinical faculty constitute a targeted population for future geriatrics training. ᭜ Instructional technology: Short Web-based modules required for all students were introduced into the curriculum. These included demographics of aging, functional assessment of the elderly, preventive geriatrics, health care decision-making, and palliative care. Pre-and posttest data as well as user satisfaction data were collected. This Internet-based approach was highly successful. ᭜ Geriatric syndromes: The emphasis of the curriculum was to include core geriatric syndromes into each block and clinical rotation. Each module emphasized a different approach used in primary care geriatrics. ᭜ Palliative care: The students requested a strong emphasis on palliative care and learning about how to care for patients at the end of life.
Learning Outcomes for the Geriatrics Curriculum
᭜ Coordinate efforts to introduce geriatrics curriculum through the Integrating Group. This group includes all of the block chairs, many of whom included geriatrics content in their courses in the Phase I curriculum. ᭜ Develop Phase II geriatrics medicine/gerontologic content for introduction into the internal medicine and family medicine rotations. Efforts have been concentrated on integrating this material into the tutorial cases and syllabi, which outline student expectations for the rotations. ᭜ Complete a five-session, Web-based tutorial for Phase I and II students to emphasize the issues of caring for American Indian and Hispanic elders in the areas of patient-provider communication, 
Resulting Pedagogical Changes
᭜ Cases: Four new cases were developed and several other cases were revised to "age" the patient or incorporate geriatrics content into the case (for example, one case discusses issues around a dependent elder when her caregiver becomes ill). ᭜ Lectures: Ethnogeriatrics, geriatrics assessment, and two lectures on hospice and palliative care as well as a wrap-up lecture for the five-session case were developed for the transition block. ᭜ OSCE: One case (dementia versus delirium and interviewing patient and caregiver) was developed for the family practice Phase II rotation. A second OSCE on shoulder pain was "aged" and revised to include family care-giving issues and functional assessment. ᭜ Web-based modules are being revised and then reintroduced in the Practical Immersion Experience (aging demographics and functional assessment), the transition block (palliative care), family practice (health care decision making), and internal medicine (preventive geriatrics). Med. 1997; 12:450-2) . We will continue to administer this questionnaire and measure improvements in attitudes and knowledge for each medical school class. Specific questions about the new material will be included in future knowledge assessment. Reynolds Foundation grant to sustain and expand geriatrics teaching to UNMSOM medical students through 2007.
Students' Clinical Experiences in Geriatrics

Resources
Unanticipated Outcomes
᭜ Students' desire for more geriatrics in the curriculum led to the start of a geriatrics interest group for medical students. ᭜ The support from faculty and students facilitated the inclusion of required geriatrics cases, Web-based modules and lectures in the curriculum. ᭜ A new "elective" month for Perspectives in Medicine was developed to allow students to take field trips to meet elders in a variety of settings (Adventures in Geriatrics) and was introduced in February 2004.
Impact of External Funding
᭜ Geriatrics was minimal in the curriculum in 2001 and now has a firm place in five of nine Phase I blocks and in two of seven Phase II rotations (internal medicine and family and community medicine). The success of this program was key to obtaining Donald W. Reynolds Foundation funding. ᭜ Students requested initiation of a geriatrics interest group.
This was due to the faculty's involvement with students in developing the geriatrics curriculum. ᭜ Geriatrics and palliative care have a place at the table for the long-term future of medical school training at the University of New Mexico.
For further information, contact Carla J. Herman, MD, MPH, at ͗cherman@salud.unm.edu͘.
